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LGBTQ patients experience discrimination and poor access to quality health care, but there is little inquiry on the 
experiences of LGBTQ patients in student health clinic. The purpose of this study was to examine the quality of patient-
provider communication (PPC) among sexual and gender minority patients, especially those who have intersecting 
minority identities, in a student healthcare setting. An online survey measured PPC using the Communication 
Assessment Tool (CAT) and contextual questions regarding identity and perceptions of judgment. Analysis tested 
intersectional variance in both. A convenience and snowball sample of 102 respondents, 18+, that utilized health 
services at a public university in the southeastern United States were surveyed in the summer of 2019. Patients of Color 
(M = 8.16, SD = 5.69) perceived stronger PPC than Whites (M = 5.41, SD = 5.27), which deviates from much of the 
current literature available. Heterosexuals (M = 7.82, SD = 5.65) perceived stronger PPC than LGBQ (M = 4.56, SD = 
4.98) patients, which aligns with most current literature. Additional research is recommended for generalizability among 
student health populations in other university campuses and preliminary findings indicate a need to improve PPC 
between clinicians and sexual minority patients in student health settings. 
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In 2011, the Institute of Medicine and Joint Commission 
produced a report that suggested the importance of 
acquiring information on Sexual Orientation and Gender 
Identity (SOGI) as a way to critically and systematically 
address health disparities faced by Lesbian, Gay, Bisexual, 
Transgender, and Queer people (LGBTQ).1 LGBTQ 
individuals experience a higher rate of mental and physical 
health issues, such as substance abuse, when compared to 
their heterosexual counterparts.2 In addition to prejudice 
and stigma, LGBTQ people may experience discriminatory 
treatment in the healthcare landscape, which is cited as a 
contributing factor in health disparities among this group.1 
The practice of maltreatment creates a barrier to health 
equity and access.3 
 
Approachability, acceptability, availability, affordability, 
and appropriateness are defining aspects of healthcare 
access.4 Access can also be shaped by policy, attitudes of 
the majority population, the type of care available, care 
quality, and patient perceptions.5, 6 Hence a steep learning 
curve is in some ways embedded within the structure of a 
health system, where heteronormativity establishes the 
standard for health communication. Broadly, healthcare 
providers are also less likely to be culturally competent in 
LGBTQ health needs, experiences, and the nature of the 





Effective communication is critical to maintaining a strong 
patient-provider relationship and overall quality of health 
care delivery.8 Health outcomes can be significantly 
impacted by the presence of culturally sensitive 
communication, which is linked to the perceptions, 
attitudes, and expectations that are held by both healthcare 
providers and patients.9   
 
For example, a clinician may give unintended cues of 
disapproval with a patient’s behavior or desired treatment. 
The communication that takes place between patients and 
providers can have future implications on a patient’s 
relationship with healthcare and their own wellness. It can 
also have an impact on the provider's relationship with 
other patients they offer care to and the health of the 
communities they serve. 
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Social Landscape  
LGBTQ people of color can experience a duplicitous dose 
of microaggression that is both linked to racism and 
heterosexism.13 Academic literature defines 
microaggressions as subtle behaviors that vaguely 
disempower minorities through verbal or nonverbal 
denigrating messages.11 This type of hostility does have a 
negative impact on health outcomes and can materialize in 
the way of depression and anxiety.12 In the context of 
healthcare, microaggressions “may undermine patient-
centered care by threatening the opportunity for a positive 
relationship to take place.”11   
 
University Student Factors  
Although there is substantial evidence to support 
perceived discrimination and poor LGBTQ access to 
quality health care services, there is little, if any existing 
published research on how these manifest in a collegiate 
health environment. There are few published works that 
highlight university care center’s collecting SOGI data for 
quality improvement measurements, few examining the 
experiences of SOGI minority students, and even less 
conducting research to see if there are disparities in 
satisfaction between students of various SOGIs and 
heterosexual, cisgender students. Literature shows that not 
only do health disparities and disparities in care exist 
among and between various SOGIs, but that race is also a 
factor in many instances of health disparities and low 
provider satisfaction.14, 10, 15  
 
The purpose of this analysis is to evaluate the patient-
provider experience (notably relationship and 
communication), while also examining if there are 
differences in perceptions of respect, safety, and 
discriminatory judgment among students of various 
intersectional demographics, such as race, ethnicity, sexual 
orientation and gender identity. Generally, collecting data 
of this kind can encourage more accurate responses in self-
reported information on risky behavior.16 Moreover, 
collecting demographic information and inquiring about 
various aspects of the patient-provider relationship, 
feelings of safety, and interactions with staff, can produce 
findings that can determine if there are certain groups that 
are reporting lower satisfaction in their experiences, which 
can impact medication adherence, missed follow-up 





The proposed study intended to pose the following 
research questions: 
 
RQ1: How satisfied are students with patient-provider 
communication within the university health care center? 
RQ2: Are there differences in perceptions of respect, 
safety, and discriminatory judgment among students of 
various intersectional demographics, such as race, sexual 
orientation and gender identity? 
 
Population & Procedure 
Convenience and snowball sampling were employed with 
flyers, word-of-mouth solicitations, mailing lists, student 
listservs, and social media. Data was collected from June 
2019 through July 2019 using an anonymous online survey 
hosted by Qualtrics (Qualtrics, Provo, UT). Eligible 
respondents had to have been seen as a patient at the 
university health care center, aged 18 years or older, and be 
able to read and write in English 
 
Measures 
The survey measured demographics, patient-provider 
communication and supplemental questions on personal 
feelings related to previous patient experiences. The 
supplemental questions are not included in the analysis 
presented within this paper.  
 
Demographics 
Basic social demographic information was collected from 
participants, including age, gender identity, race/ethnicity, 
sexual orientation and enrollment status.  
 
CAT Scale 
Patient perception of communication was evaluated using 
the Communication Assessment Tool (CAT), which is an 
instrument previously validated and created to assess 
interpersonal skills and communication within various 
specialties and environments.17 The scale includes 15 items 
and a 5-point response scale (1 = poor, 2 = fair, 3 = good, 
4 = very good, 5 = excellent) and was originally created to 
gauge patient perceptions of an individual physician's 
communication effectiveness.18 Questions from the 
instrument relate to a medical professional’s ability “to 
engage, listen, and discuss issues in a respectful, effective 
way.”19 Of the 15 questions, one specifically asks about 
whether administrative staff treat patients with respect. 
That question was eliminated, and the rest of the items 
from the scale were presented twice in the survey: once to 
evaluate experiences with clinicians and physicians and 
once more to assess interactions with administrative staff.   
 
Data Analysis 
Descriptive analyses (frequencies and percentages) were 
performed on the demographic characteristics of the 
participants. The following variables were recoded 
categorically and dichotomized: gender was collapsed into 
binary and non-binary categories; ethnicity/race was 
reduced to two categories, minority and majority; and 
sexual orientation was categorized into LGBQ+ and non-
LGBQ (only referencing sexual orientation, not gender 
identity). Recoded values were used to discover any 
variation in satisfaction using cisgender, white, 
heterosexuals as the control against minorities from each 
of the variable categories (i.e,. gender, race, sexuality).  
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Previous psychometric analysis of response scales, 17 
“found that scoring the CAT based on the proportion of 
items rated as excellent was more meaningful than 
summarizing the scores using means.20” Survey data were 
analyzed using both means and the percentage of items 
rated as excellent. The overall mean score and overall 
percentage of excellent scores were summarized across 
surveys and stratified by gender, race/ethnicity, and sexual 
orientation. For comparisons by gender (binary vs. 
nonbinary), race (majority vs. minority), sexual orientation 
(LGBQ+ vs. non-LGBQ+) independent sample T-tests 
were used. For the purpose of this study, significant and 
substantial group differences are defined with a P value 




Inclusion & Exclusion 
Of the 152 surveys that were originally collected, 25 were 
eliminated for respondents not meeting the eligibility 
requirement of having used university health services at 
least once. Another 25 surveys were removed from the 
final analysis because they were incomplete.  
 
Sample Characteristics 
The analyzed sample totaled 102 participants, with 91.2% 
(n=93) being currently enrolled students and 8.8% (n=9) 
of individuals being previously enrolled and/or graduated. 
Participants’ age range was 18-49 years old, (M = 25, 
SD = 4.8). A majority of the respondents identified as 
female (74.5%, n = 76), Black and or African American, 
(40.2%, n =41), and heterosexual (81.4%, n = 83).  In 
addition, most students had been seen by a healthcare 
provider more than once (80%, n = 81), and within the 
past 6 months (62.7%, n = 64). A marginal number of 
participants self-identified in the minority gender category 
(1 participant identified as genderqueer) and the sample 
had no representation by transgender individuals. 
Accordingly, our results refer to LGBQ and non-LGBQ, 
without reference to transgender identity, for clearer 
accuracy. A demographic breakdown of the sample can be 
referenced in the Appendix (Tables 1-4). 
 
Overall Scores 
The overall mean rating on the CAT scale for physicians 
was 60.4 (SD = 10.2) and 59.3 for administrative staff (SD 
= 10.3). Table 5 shows the mean percentage of the 
individual CAT items overall and those rated as excellent, 
as well as the means and SDs for each item. The overall 
Table 1. Gender breakdown of sample 
 
Gender Percentage 
Non-Male 74.5% (n=76) 
Male 24.5% (n=25) 
Genderqueer 1% (n=1) 
 
 
Table 2. Racial breakdown of sample 
 
Race/Ethnicity Percentage 
Black/African American 40.2% (n=41) 
White 31.4% (n=32) 
Latinx 8.8% (n=9) 
Asian 13.7% (n=14) 
Biracial/Multiracial 3.9% (n=4) 




Table 3. Sexual orientation breakdown of sample 
 
Sexual Orientation Percentage 
Heterosexual 81.4% (n=83) 
Lesbian 2% (n=2) 
Gay 3.9% (n=4) 
Bisexual, Pansexual, Polysexual, 
Asexual 
8.8% (n=9) 
Queer 1% (n=1) 
Declined to Answer 2.9% (n=3) 
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mean percent for “excellent” ratings was 7.34 (SD=5.68) 
for physicians and 6.75 (SD=6.07) for administrative team 
members. The items rated most frequently as excellent for 
physicians were “Talked in terms I can understand” 
(63.5%), “Treated me with respect” (58.7 %), “Let me talk 
without interruptions” (56.7%), and “Discussed next steps, 
including any follow-up plans” (56.7%). With the 
exception of “Discussed next steps, including any follow-
up plans,” the same items were also most frequently rated 
as “excellent” for administrative staff.  
Table 4. Comparative breakdown by race and sexuality 
 
Baseline Comparative Percentage 
White 31.4% (n=32) 
Nonwhite 68.6% (n=70) 
Non LGBQ 81.4% (n=83) 
LGBQ 15.7% (n=16) 
** Those that identified as White and Latinx were categorized as White only. 
Table 5. Descriptive of CAT scale items 
 
Item Medical Provider “Excellent” 
Likert Rating 
(Physician) 
Administrative Staff “Excellent” 
Likert Rating 
(Admin) 
Greeted me in a way 
that made me feel 
comfortable 
4.36 (SD = 0.69) 47.1% (n = 48) 4.31 (SD = 0.81) 50% (n = 51) 
Treated me with 
respect 
4.48 (SD = 0.71) 58.8% (n = 60) 4.39 (SD = 0.76) 53.9% (n = 55) 
Showed interest in my 
ideas about my health 
4.23 (SD = 0.92) 50% (n = 51) 4.09 (SD = 0.97) 44.1% (n = 45) 
Understood my main 
health concerns 
4.29 (SD = 0.90) 51% (n = 52) 4.05 (SD = 0.91) 38.2% (n = 39) 
Paid attention to me 
(look at me, listen 
carefully) 
4.37 (SD = 0.82) 53.9% (n = 55) 4.23 (SD = 0.89) 47.1% (n = 48) 
Let me talk without 
interruptions 
4.44 (SD = 0.77) 56.9% (n = 58) 4.39 (SD = 0.80) 54.9% (n = 56) 
Gave me as much 
information as I 
wanted 
4.29 (SD = 0.83) 49% (n = 50) 4.27 (SD = 0.85) 49% (n = 50) 
Talked in terms I can 
understand 
4.54 (SD = 0.67) 63.7% (n = 65) 4.43 (SD = 0.73) 55.9% (n = 57) 
Checked to be sure I 
understood everything 
4.31 (SD = 0.84) 51% (n = 52) 4.24 (SD = 0.87) 48% (n = 49) 
Encouraged me to ask 
questions 
4.03 (SD = 1.01) 42.2% (n = 43) 4.03 (SD = 1.03) 42.2% (n = 43) 
Involved me in 
decisions as much as I 
wanted 
4.23 (SD = 0.93) 50% (n = 51) 4.25 (SD = 0.88) 51% (n = 52) 
Discussed next steps, 
including any follow-
up plans 
4.32 (SD = 0.96) 56.9% (n = 58) 4.23 (SD = 0.91) 50% (n = 51) 
Showed care and 
concern 
4.30 (SD = 0.91) 53.9% (n = 55) 4.23 (SD = 0.87) 46.1% (n = 47) 
Spent the right amount 
of time with me 
4.22 (SD = 0.96) 50% (n = 51) 4.22 (SD = 0.83) 45.1% (n = 46) 
Overall Mean across 
items 
60.4 (SD = 9.91) 7.34 (SD = 5.7) 59.4 (SD = 10.4) 6.8 (SD = 6.07) 
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For physicians, the items rated least frequently as 
“excellent” were, “Encouraged me to ask questions” 
(42.3%), “Greeted me in a way that made me feel 
comfortable” (47%), and “Gave me as much information 
as I wanted” (49%). The administrative staff were rated 
frequently less on the following items: “Understood my 
main health concerns” (37.5%), “Encouraged me to ask 
questions” (41.3%), and “Showed interest in ideas about 
my health” (43.3%) 
 
A two-tailed independent sample t-test revealed a 
significant difference in the percentage of excellent scores 
between patients of color, t (99) = 2.32, p = .02, d = .50, 
such that patients of color (M = 8.16, SD = 5.69) 
perceived stronger communication with physicians than 
white patients (M = 5.41, SD = 5.27). Additionally, the 
same statistical inference was also true regarding 
communication between patients of color (M = 7.84, SD 
= 6.01) and the administrative staff and white patients (M 
= 4.25, SD = 5.54), t (99) = 2.86, p = .01, d = .62. A 
breakdown of these results by race and sexual orientation 
for physicians and administrative staff are found in Tables 
6 and 7. 
 
Differences by sexual orientation 
A two-tailed independent sample t-test revealed a 
significant difference in the percentage of excellent scores 
between heterosexual patients, t (97) = 2.15, p = .03, d = 
.61, such that straight patients (M = 7.82, SD = 5.65) 
perceived stronger communication with physicians over 
LGBQ patients (M = 4.56, SD = 4.98). However, that 
same statistical inference was not supported regarding 
communication between heterosexual patients (M = 7.13, 
SD = 6.03) and LGBQ patients (M = 4, SD = 5.75) with 
administrative staff, t (99) = 1.92, p = .058, d = .53.  
 
A two-tailed independent sample t-test revealed a 
significant difference in the percentage of excellent scores 
between patients of color, t (99) = 2.32, p = .02, d = .50, 
such that patients of color (M = 8.16, SD = 5.69) 
perceived stronger communication with physicians than 
white patients (M = 5.41, SD = 5.27). Additionally, the 
same statistical inference was also true regarding 
communication between patients of color (M = 7.84, SD 
= 6.01) and the administrative staff and white patients (M 
= 4.25, SD = 5.54), t (99) = 2.86, p = .01, d = .62. A 
breakdown of these results by race and sexual orientation 
for physicians and administrative staff are found in Tables 
6 and 7. 
 
Table 6. CAT scale demographic comparison a (physicians) 
   
Excellent CAT Scale Means  Percentage 
Race  
Whites 57.7%  
Participants of Color (POC) 61.1%  
Sexual Orientation  
LGBQ 56%  
Heterosexual 61.3%  
Gender  




Table 7. CAT scale demographic comparison b (administrative) 
 
Excellent CAT Scale Means  Percentage 
Race  
Whites 55%  
Participants of Color (POC) 61.3%  
Sexual Orientation  
LGBQ 53%  
Heterosexual 61.3%  
Gender  
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Differences by sexual orientation 
A two-tailed independent sample t-test revealed a 
significant difference in the percentage of excellent scores 
between heterosexual patients, t (97) = 2.15, p = .03, d = 
.61, such that straight patients (M = 7.82, SD = 5.65) 
perceived stronger communication with physicians over 
LGBQ patients (M = 4.56, SD = 4.98). However, that 
same statistical inference was not supported regarding 
communication between heterosexual patients (M = 7.13, 
SD = 6.03) and LGBQ patients (M = 4, SD = 5.75) with 




Although lower satisfaction with patient provider-
communication among LGBQ patients was expected and 
consistent with literature, higher satisfaction with patient-
provider communication among racial minorities was an 
unanticipated finding. In both instances perception of 
communication could be related to two concepts: 1) how 
empowered or disempowered one may feel discussing 
their health with a health expert and 2) the way subjects 
measured communication in a collegiate health 
environment against previous healthcare experiences.  
 
Limitations 
Self-reported data is naturally limited in that responses are 
bound by the memory of perceived encounters and 
sensitivities, which may be subject to recall bias and or 
response bias. Not having participants of color that also 
identified as sexual minorities prevented the opportunity 
to test for the presence of duplicitous microaggressions 
related to race and sexuality. This may be a consequence of 
the sampling method (in spite of focused recruitment 
efforts), short collection phase during the summer 
semester, or stigma faced by LGBQ+ people of color. 
 
Having participation from more males and transgender or 
non-binary individuals would have provided more nuance 
to the analysis because of the unique health experiences of 
these populations. There was a substantial oversampling of 
female participants and no significant differences by 
gender were established during analysis and were therefore 
not included in discussion of the results. Finally, this study 
is likely one of the few to use the CAT scale to evaluate 
administrative staff independent of physicians. There are 
some natural limitations to what is normally discussed with 
administrative personnel, which may be the reason for 




The vulnerabilities that sexual, gender, and racial 
minorities face are tangentially related to other negative 
health determinants and conditions like substance abuse 
and certain cancers, which have been identified by Healthy 
People 2020. Hence by studying and working to better 
relationships between these minority groups and their 
providers, a decrease in other dangerous health conditions 
may be possible. This study is in line with a growing and 
progressive body of research that is critical to informing 
policy and practical interventions that can close gaping 
health disparities. These research findings indicate the 
feasibility of collecting and analyzing SOGI data to 
improve the quality of service at university healthcare 
centers. The study can serve as a template for a large-scale 
study to generate more generalizable data. From a practical 
perspective, findings can be used to relay feedback and 
develop communication training for physicians and 
administrators. The study can also serve as a model for 
other universities (of comparable size and similar culture) 
looking to respectfully engage underserved populations by 
gauging health service satisfaction.     
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